Interest in the differences between men and women in the psychological sense is as old as mankind, yet the problem is one of eternal mystery. Women's superiority in certain physical and psychological fields cannot be contested, yet they are more vulnerable to endocrine stresses and to some pathological disorders.
The maturation lead of five weeks shown by girls at birth (Garai & Scheinfield 1968 ) is increased to one year three months by puberty (King 1974) . The males competing are more highly selected in that the 130 males matching 100 females at conception have dwindled to 105 at birth (Garai & Scheinfield 1968 ). Women's growth process is more resistant to malnutrition and other environmental insults, including atomic energy (Greulich 1951 , Greulich et al. 1953 , Hewitt et al. 1955 . Women are more resistant to physical disease (Washburn et al. 1965) . Girls' mortality figures are lower in almost all areas compared to those of boys, and females have a greater life expectancy (Young 1971) .
On average, women are superior verbally (Oetzel 1966 , Sapir 1966 and are better at all clerical and arithmetical tasks (King 1974) , whereas men do better on spatial, mechanical and visual tasks (King 1974) .
One area of importance later is the question of aggression. Men are more aggressive than women, but Bandura and colleagues (Bandura 1965 found that, given incentives, girls were just as aggressive as boys. The question of intellectual differences is more complex, for it has been pointed out that superiority of intelligence can never be proved because test constructors have generally accepted that men and women are of equal intelligence (King 1974) .
One clear difference is the effect of menstruation. Pennington (1957) showed that only 5 % of United States high school and college girls were completely free of the premenstrual syndrome. A sample of 150 multiparous Scottish students and nurses between 15-25 fared a little better: 17 % were free of symptoms, over two-thirds were irritable, and over half were depressed (Sutherland & Stewart 1965) . ' Based on Presidential Address by Dr John Pollitt to the Section of Psychiatry, 12 October 1976 Premenstrually there is a greater risk of failure in examinations, increased absenteeism from work, increased punitive behaviour among prefects, increased road accidents, and a deterioration in the behaviour of women prisoners. A decreased resistance to viral and bacterial infections, lowered pain tolerance, increased allergic reactions, and frequency of pyrexia, result in over half the admissions to medical and surgical wards occurring during the premenstrual or early menstrual phases (Dalton 1964) . Dalton (1970) has further estimated that 120 million working days are lost every year in the United Kingdom from the adverse influence of the premenstrual syndrome.
In summary, apart from menstruation there is very little difference between the sexes, and where differences are shown we are cautioned to remember that there is considerable overlap. Bandura & Walters (1963) and Mischel (1966) believe that what differences are found are due to differential reinforcement and modelling. H G Wells observed, 'Men are slower and stupider, women are quicker and sillier'. This and other penetrating if less scientific comparisons deal with movement and variability which appear to be outside the range of our current measuring instruments. If variability is the key difference, the only source of this would appear to be the endocrine system.
Although the differences between men and women in health are not striking, the differences in psychiatric illness are remarkable. Examination of the sex incidence of common disorders shows most to be commoner in women, but the greatest difference in terms of numerical substance and importance is in the figures for depressive illness: this is found twice as commonly among women as among men. Important as the finding appears, it has been dismissed as spurious because, being based on hospital admission, it could be influenced by (a) the excess of female beds, and (b) the absence of home support for women. Others believe that admissions reflect a true incidence, but that many depressed men show masked or unusual forms of depression, such as alcoholism, which are consequently classified in other ways.
In connexion with the first objection, the influence of male: female bed ratios cannot be considered seriously. From a different viewpoint the question could be put, 'Why, when for so many years twice as many women as men have been admitted for depressive illness, as shown by the need for an excess of female beds, has nothing been done?'
In relation to the absence of home support and care leading more often to female admissions, (Henderson et al. 1971) . So even in the more protected setting which adolescent girls enjoy, they still outpace males by excess admission rates in many areas of the world. Taking an even more protected setting, a careful selection of those with true depressive illnesses from among the mentally handicapped in hospital showed a male: female ratio of almost exactly 1:2 in a population of over 1500 adults (Wright & Zeitlyn, personal communication) .
Although much higher ratios have been found, unfavourable to the distaff side, it would seem reasonable to accept a mean figure of 1:1.7 as the male: female ratio. Further interest lies in the constancy of this ratio over many years from a wide variety of statistical sources. In terms of bed occupancy, this means more than an extra million bed days per year to accommodate the increment of depressed women.
Further arguments against the distortion of the sex incidence by artificial hospital admission effects are that home care for women is often available at the peak age of their admission to hospital for depressive illnessthey usually have adolescent or young adult children, parents, siblings and neighbours ready to help.
It is tempting to theorize that many male depressives who have taken to heavy drinking as selftreatment to reduce suffering are wrongly classified as alcoholics. Perhaps the excess of males suffering from alcoholism may explain the relative male deficit in the-figures for depressive illness. The Camberwell and Salford Registers (Wing & Fryers 1976) include inception rates for alcoholism and drug dependence, and if the figures for alcoholism and depression are taken together (as if the alcoholics were depressives in disguise) the male: female ratio is 1: 1.5.
As evidence from many sources indicates a greater vulnerability of females to depressive disorder, a search for differences in etiology is of major importance. A central clue lies in the age distribution in which the superabundance of women occurs. Examination of the age-specific rates by sex in both the Salford and Camberwell Registers (Wing & Fryers 1976) and Watts's rural general practice (1966) show much higher figures for females from the ages of 15 to 45, but the sexes do not show equality until about 55. In childhood, boys present more commonly with depressive illness than girls (Frommer et al. 1972) , and it appears that the most vulnerable time for women is from puberty to the menopause, the time of greatest disparity between the sexes being between 25 and 35.
Many of the factors known to predispose to depressive reactions have been measured, but studies of heredity and cultural influences are disappointing. As much emphasis has been laid on the heavier strain on women in relation to their life style, several facets can be examined. About 50 % of women are in paid employment, and a study of job satisfaction in 1971 (Central Statistical Office 1974) showed that over 90 % of women were either 'very' or 'fairly' satisfied, whereas for the same categories 5 % fewer men gave the same replies. With increasing age, job satisfaction in women also increased.
In relation to losses, it could be said that divorce affects the wife more than the husband in the emotional sense. The peak age group for divorce is 25 to 30, with a steady decline subsequently (Registrar General 1967) . The incidence could account only for a fraction of the excess of illness in ation. These twelve days represent about 40 % of the month, yet during this time 60% of female admissions occur. If the rate of admission did not vary during the cycle and kept to the average for that part of the cycle in which neither ovulation, premenstrual or menstrual changes occur, the female admission rate would be two-thirds of the usual raw figurethe same for practical purposes as that of the male.
Against this is that if the patient was not admitted at the time of menstruation, she would be admitted at another point in the cycle. This would be true if depressive illness were always steadily progressive and always psychotic. Fortunately, it is often of short duration and self-limiting, provided that the cause can be neutralized and the patient does not commit suicide or die of inanition or accident. The younger patient is much less likely to show the classical intractable picture, and the avoidance of 'premenstrual crises' could well affect admission. Few doctors faced with a severe premenstrual crisis in the setting of depressive illness fail to admit the patient.
From the figures for attempted suicide from adolescence to the menopause, it is seen that women attempt suicide half as often again as men. Is a state of desperation reached during the premenstrual phase, allowing a threshold to be crossed and a suicidal attempt to be made?
Dalton's figures for the rest of the cycle, excluding the four premenstrual days and the four days of menstruation, are exactly two-thirds of the figure for the whole cycle. If women did not menstruate, their number of suicidal attempts might be the same as that for men.
The counter-argument is that men succeed in suicide half as frequently again as women despite the female predominance in trying, but this lead in masculine success gradually disappears after the age of 50. Perhaps one reason for the female's lack of success is that the majority of attempts are made during the premenstrual phase or menstruation. Killing oneself is not easy; success requires careful planning. Women in the premenstrual phase show a marked tendency to be careless, thoughtless, unpunctual, forgetful or absent-minded (they are more likely to be involved in motor accidents and detected in crime). This inefficiency at a time when they are more likely to try to end their lives may result in their disproportional failure. The effect of menstruation in some women can be seen as productive of crises in the natural history of their illness. The effect on sodium metabolism should also be considered, for in many conditions associated with increased vulnerability to depressive illness, sodium is retained. This applies in Cushing's syndrome, the use of corticosteroids and, in some women, the use of an oral contraceptive (Grant & Pryse-Davies 1968). women of these ages. Bereavement shows no equity, and women are the greater losers of spouses (by about 96 000 extra a year in England and Wales). Not surprisingly, the curve of widowhood rises steeply with age to about 28 000 cases a year by age 60. In the light of this concentration of loss it is relevant to consider whether the female excess incidence after the menopause could be partly due to this.
It was thought that women were more vulnerable to depressive illness because they were placed in an inferior position in society, having fewer freedoms than men and being forced to accept a passive role. The situation has changed, and Hannah Gavron's careful study (1966) leaves no doubt that women are no longer handicapped in the sociological or cultural sense. Included among her summarizing statements was: 'Legally and politically women, apart from one or two minor points, are equal to men'. Leisure activities available and enjoyed by women do not suggest that they are less able to relax than men (Central Statistical Office 1974) .
Regardless of any differential in stress which may exist between the sexes, it is now accepted that it is not loss which leads to illness, but failure to work through the grief associated with the loss. Women are usually thought of as being more capable of emotional release.
Physical disorders not infrequently herald depressive illness but, of the common virus infections which are particularly associated with subsequent depressive illness, none are commoner in women.
As depressive illness is so much commoner in women between 15 and 45, menstruation, pregnancy, the puerperium and the menopause may account for their vulnerability. Menstruation, the puerperium and the menopause are associated with lessened resistance to depressive illness, whereas during the second and third trimesters of pregnancy a misleading resolution of pre-existing depressive reactions is often seen.
Careful work on the incidence of puerperal illness (Jansson 1964 , Boyd 1942 suggests that in England and Wales 2000 puerperal depressions can be expected annually. This would not narrow the gap sufficiently. The effect of menstruation, a stress factor in at least one-third of women, recurring 500 times and (in moderate cases) exerting its cumulative effect for a period of about five years, cannot be ignored. Dalton (1964) found that 60 % of the depressed women admitted to hospital were admitted during 12 days out of the total 28 of the menstrual cycle. Secondly, of attempted suicide in females, 53 % occur in only 8 days out of the 28.
There are three groups of four days each in the cycle during which the chances of admission of women with depression are much higher. These are at ovulation, premenstrually and during menstru-Coppen (1965) has shown the importance of the association of raised 'residual' sodium in individuals vulnerable to depressive illness. If, in women subject to premenstrual tension, a raised body sodium led to the monthly storage of small amounts, it is conceivable that vulnerability to depression could increase with age during the menstruating years. In other words, do women, like Lot's wife, become pillars of salt with increasing age? They do not, for although the amount of sodium in the red blood corpuscles in women does increase steadily with age, whereas in men this is not so (Beilin et al. 1966) , the exchangeable sodium per unit weight in men is greater throughout life (Skrabal et al. 1973 ).
If the influence of menstruation is important ingoverning behaviour in depressive illness in women, the problem could have emerged over the past fifty years; just those years of the emancipation of women about which we now hear so much. One hundred years ago, the menstrual lifespan was much shorter, either because life itself was shorter or because women bore large families. Roger Short (1974) points out that a woman bearing ten children, and breast feeding each for the accepted long period, could have amenorrhoea for 27j years. Did this lessen the amount of depressive illness, or crises during such illness, which would otherwise have added greatly to widespread unhappiness among the less fortunate of women?
